Abstract Background
% maximum Boxplot of all assigned scores, expressed as % maximum score, for each scoring method. 1 = Northern, 2 = Northern + lateral, 3 = Brasfield, 4 = Chrispin-Norman. * Outliers. The scores are displayed as a percentage of the maximum score for each system so that comparison can be made on a single scale. The middle 50% of the data is shown as a box, the median marked by a cross within the box, and the lines either side of the box show the spread of the data. Chrispin-Norman 0-844 28 86
* The higher the F ratio the greater is the variability detected between the radiographs. Kendall's coefficient of concordance was used as a numerical measure, on a 0-1 scale, of the degree of agreement between observers in their ranking of the radiographs. An analysis of variance was used to indicate the ability of the scores to discriminate between different radiographs. The result was expressed as an F ratio statistic, the greater the F ratio, the more the variability detected between the radiographs. The consistency in scoring within and between observers for the different methods was determined by an analysis of variance model which split the total variability in scoring into subject (radiograph), observer, and residual components (random unexplained variation). Correlations with pulmonary function tests suggest that all the radiograph scores reflect the impact of pulmonary disease but were con-sistently higher for the Northern score. These data are not independent of each other because they do not come from distinct populations. Standard tests of significance were therefore not applied to the differences between the correlation coefficients. The greater correlation values of the Northern score for all meassures of respiratory function suggest a difference. The correlations were virtually identical for all methods with the Shwachman-Kulczycki score.
Equal consistency in scoring occurred between observers for each ofthe scoring methods (table 4 ). An estimation of the effect of the radiographs and the observers on variability in scoring showed no differences.
Analysis of the scores of those physicians who provided replicated data showed a low "pure error" variance and equal consistency by observers for all scoring methods.
Discussion
The radiological appearances of the lungs can be interpreted in terms of the impact of underlying pathology,45 and may provide information about patient responses to treatment.2 A numerical chest radiograph score allows easy comparison between different radiographs but must fulfil certain criteria. The ideal chest radiograph scoring system needs to reflect chronic and acute radiological changes, clinical status, and respiratory impairment as shown by respiratory function tests. For repeated comparison within one patient and between different patients it must be consistent within and between observers. It must also have a sufficient range and sensitivity to differentiate between different degrees of mild, moderate, and severe disease.
This study showed the Northern score to be equal to the Chrispin-Norman and Brasfield scores in the consistency of scoring within and between observers, and in its reflection of overall clinical status as determined by the Shwachman-Kulczycki score. It was as sensitive as the other methods in the differentiation between radiographs of varying severity.
Excellent correlations between respiratory function tests and chest radiograph scores have been reported, confirming that the latter can reflect abnormalities due to pulmonary injury.3 O The Northern score consistently showed a slightly higher correlation with measurements of respiratory function, although this is unlikely to be clinically important. The importance of these statistical results is that they show that the much simpler and more rapid Northern score performs at least as well as the established scoring systems. The Northern score needs only one observer and does not necessarily require a lateral film. The additional 0-4 scale for overall assessment allows for changes and complications, both acute and chronic, and gives the score more flexibility.
The chest radiograph in cystic fibrosis provides information essential for patient management. The Northern chest radiograph scoring system fulfils the demands made of an effective scoring system. It can be readily learnt and applied immediately by a single physician working in a typical cystic fibrosis outpatient clinic.
Chrispin-Norman and Brasfield scores.
scoring system compared with the The chest radiograph in cystic fibrosis: a new Somewhat dated chapters on the usefulness of peak flow meter readings and compliance with medication are followed by more interesting studies on patient self-management, and the quality of life in patients with COPD.
The final chapter provides a general discussion on the studies reported in the book, and concludes that there is much room for improvement in the general practice care of asthma and COPD -a message of equal relevance to the UK. Four developments in quality of care are highlighted: the emergence of guidelines and quality standards for management; the important role ofpractice nurses in patient education; and the potential roles of patient self-management plans and patient satisfaction surveys in care of asthma and COPD. As in the UK, all of these developments are being espoused enthusiastically, although we await convincing evidence of their effectiveness.
The book is a useful addition for general practitioners with a special interest in the subject, but not one which offers important new messages for the true generalist for whom a quick scan of the five page summary chapter will be sufficient. - 
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The chest radiograph in Survival of patients with cysuc norosis
In the paper entitled "The chest radiograph in cystic fibrosis: a new scoring system compared with the Chrispin-Norman and Brasfield scores" by S P Conway et al which appeared on pages 860-862 of the September issue a line of text was inadvertently omitted. The last paragraph on page 860 should read: "The Northern score is derived by dividing each lung into an upper and lower zone by drawing a horizontal line outwards from the middle 
